To the Editor, I read the article by Kuhn et al. [4] with great interest. I have several comments on the association of acetabular retroversion with femoral neck stress fracture.
Previous studies [1] [2] [3] 5] have linked the development of stress fracture to military training. I congratulate Kuhn et al. for their discussion of femoral neck stress fracture. As a former military physician who served U.S. Marines in basic training, I agree that early recognition and treatment of femoral neck stress fracture is a high priority. However, their assertion that a clear association exists between acetabular retroversion and femoral neck stress fracture is problematic. Femoral neck stress fracture occurred in their study group regardless of whether acetabular retroversion was present or absent (57% versus 43%, respectively). The authors did not present a statistical analysis delineating a difference between these subgroups.
The amount of physical training is the principle variable for the development of stress fracture in the healthy military recruit or civilian athlete. Descriptions of vigorous training regimens associated with femoral neck stress fracture have been documented in the literature [2, 3, 5, 6] . In one study [3] , the average daily physical training included 2 hours of running, marching, obstacle courses, and calisthenics. For military recruits, periodic marches for several miles while carrying 30-pound packs is normal procedure [5] . A sudden increase in the amount of physical exercise is another important variable for the development of femoral neck stress fracture. Unconditioned individuals who were sedentary prior to military service developed symptoms within the first 14 days of basic training [3, 7] . Military recruits in later stages of training have also experienced femoral neck stress fracture within 14 days of beginning more intense training.
The requirements for vigorous physical activity vary among the U.S. military branches. In my experience, the level of physical fitness also diverges among different commands on the same military base. One important limitation that Kuhn et al. omitted from their article was a description of the physical training experienced by the study and control groups. The authors failed to account for the amount of physical activity in the study design. Thus, the control group cannot reliably represent a control population for femoral neck stress fracture in this article since the amount of physical exercise was not shown to be comparable to the study group. I believe that physical training should be controlled for among all cohorts when investigating the development of femoral neck stress 
